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Request

 DELINEATION OF PRIVILEGES FOR AUTOTRANSFUSIONIST

 

 DEPARTMENT APPROVAL

__________ Approval                  ___________ Disapproved

 

 ___________________________________________________________              __________________

Department/Section Chair Signature                                                                                   Date

 

 Nursing Administration Approval

 

 ______________________________________________________________       _____________________

Sr. V.P. of Nursing or Designee Signature                                                                      Date

 

 MINIMUM REQUIREMENTS

 EDUCATION    

      Minimum - High School diploma

     

      Desirable

          1.       Recognized Health Care Professional degree or diploma.

          2.       Successful completion of an Autotransfusion training program

 

 CERTIFICATION:

           Certification either through Autotransfusion training program or Manufacturers training course.  Training

           certificate must be attained within one year of hire date.

 

 EXPERIENCE:

       Prior health care or hospital experience required.  Experience can include but is not limited to: RN, LPN,   

       EMT/Paramedic, Medical Technologist, Anesthesia Tech, Respiratory Technologist, and Autotransfusionist/    

       Perfusion Assistant.

 

 PRIVILEGES

 Blood conservation techniques/autotransfusion________

 Anticoagulation and hematologic monitoring/analysis________

 Physiological monitoring/analysis________

 Blood gas and blood chemistry monitoring/analysis________

 Documentation associated with described duties________

 

 SUPERVISING PHYSICIAN ENDORSEMENT:  As the applicant's supervising physician, I have read the foregoing application 

and have indicated by my initials and date above the appropriate levels of supervision I will employ to promote the safety 

and care of our patients at a generally recognized professional level of quality and efficiency.  I acknowledge my continuing 

responsibility for supervising this applicant until such time as he or she secures another supervising physician.

 

 _____________________________________________________________               _____________________

Supervising Physician's Signature                                                                                       Date

 

 ______________________________________________    ____________________________________________

Supervising Physician's Printed Name                                          Applicant's Printed Name
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